INTRODUCTION
Burns in this part of the world is a potential public health problem, yet underrecognized. In India, some media reports come up during Diwali festival and disasters, whereas sporadic instances keep happening quite frequently in homes more so in rural areas.
According to estimates of the National Program for Prevention of Burns injuries, 7 million individuals sustain burn injuries each year, of which 0.7 million require hospitalization, 0.25 million get crippled, and 0.14 million succumb [ Figures 1 and 2 ].
70% of all burn injuries occur in the most productive age group (15-35 years). Four out of five burnt patients are women and children. 80% are due to home-related mishaps.
Among all traumas, burn cases have highest hospital stay period (average 8 weeks). Even a small burn of approximately 10% leads to 3 weeks of loss of work. The cost of treatment is also very high. Minor burn treatment partial thickness or second-degree averages 2000 INR/ percentage burn area Total Burn Surface area (TBSA); however, the same escalates to 6000 INR/percentage in case of major burns.
Average daily cost of bed per day in other cases of trauma is 700 INR for indoor patients. The same for burn patient is ten times more. It is estimated that financial burden per year (direct costs) to the public exchequer is INR 1400 crores. The indirect costs due to wages loss wage of nonworking days, for patients, his relatives, joblessness, etc., is much more.
Most of the burns happen in the lower and lower-middle economic group who are poor and cannot afford treatment. They land into a debt trap.
To be able to meet the millennium Sustainable Development Goals (SDGs) laid by the World Health Organization (WHO), we have to collectively involve all the stakeholders, the public, government (health and other wings like social welfare), and the treating personal.
To be able to bring down the incidence, mortality, and morbidity, fiscal impact related to burns, we have to plan short-term and long-term strategies which must include the following.
CREATING BURN REGISTRY
Burn data records in our country are woefully inadequate, in fact nonexistent. All data mentioned are either estimated or projected. To be able to combat a disease, its causations, prevention, treatment, and rehabilitative measures, we must have reliable hard data regarding the above. Underdeveloped and developing countries often do not have the resources to invest in data collection and analysis.
As a result, policy makers are unable to identify the problems and respond to them with evidence-based solutions and allocate resources effectively. A weak HIS is a major challenge for allocation of resources for burns. Creation of a National Registry is a must. All burns say above 10% must be notified on an online platform. The form must be standard and at the same time simple. The information thus obtained can be used for epidemiological analysis, aggregate reporting, and for research.
PREVENTION
The redeeming feature with burns is that the disease is mostly preventable. With good preventive measures, backed by the administrative will, burn units/centers in the west are closing down for good.
INADEQUATE WORKFORCE
The current workforce of burn care surgeons, paramedical staff is grossly inadequate. As such, the patient-to-doctor (and nurse) ratio in this country is skewed [ Figure 3 ]. When it comes to burns, figures are appalling.
We must train doctors (surgeons), nurses, dressers, operation theater technicians, and other paramedical staff in burn care.
We must increase the availability of burn units. A few beds in a separate room is not a burn unit. Some burn units in the country are good and up to mark. Most of the medical colleges even do not have a structured burn unit.
It is, therefore, not surprising that the already existing ones are flooded beyond their capacity, with overcrowding and adversely affecting the outcomes, both in terms of mortality and morbidity.
INADEQUATE REHABILITATION
Rehabilitation is an essential part of continuum of care along with prevention, promotion, treatment, and palliation and is an essential part of integrated health services. With early definitive treatment and good physiotherapy, the morbidity can be reduced. In case of burns, once again both are deficient and lacking [ Figures 4 and 5] , resulting in a multitude of handicaps in burn patients who ultimately survive. It includes blindness, locomotor problems, inability to use the hands properly, contractures, symptomatic hypertrophic scars, and multiple facial deformities. Besides physical handicaps which may even lead to loss/change of work, psychological problems also dominate. According to WHO3 up to 74% of years lost in disability in 2015 were linked to health condition that could be potentially be helped by rehabilitative measures. [1] They are in the form of depression (even suicidal tendencies) reduction in marital proposals, marital discords, inability to get jobs, etc.
Having survived the ordeal they are not conducive to the growth of the society. The role of rehabilitation is immense. These individuals do not have access to assistive technology, occupational therapy, and psychotherapy.
Once again, such support to these individuals is lacking. I have been working to make it inclusive in the 
